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FIGURE 1. Positioning and separation of cannulas in the percutaneous cannulation technique for
extracorporeal membrane oxygenation. A indicates the intra-aortic balloon pump; B indicates
the percutaneous femoral vein; C indicates the reperfusion catheter in the superficial femoral artery
(10 cm below the inguinal ligament); and D indicates the percutaneous femoral artery.
Letters to the Editorprocedure is a way of avoiding any
hazardous puncture, particularly in
the case of patients with low flow
and low pulsatility or cardiac arrest.
Moreover, this practice also allows
the visualization of the vascular inser-
tion of the cannula, a situation that is
reassuring in cases of coagulation
impairments.
Therefore, even if venoarterial
ECMO is usually provided as a surgi-
cal technique, it seems logical that this
procedure takes place in the intensive
care unit in emergency cases. In this
regard, our team recommends 2
kinds of procedures: (1) a Seldinger
technique after surgical incision or
(2) a percutaneous ultrasound-guided
insertion technique derived from the
intensive care unit vascular catheter
insertion. This latter technique guides
the femoral vessel puncture, signifi-
cantly reduces such complications as
bleeding and hematoma, and allows
the correct insertion of wires,3 even
if there is no pulse. Furthermore, in
this percutaneous technique, as
described by Lamb and associates,4
the 2 cannulas should be separated, a
cannula positioned on the right vessel
and the other on the opposite side
(Figure 1).
In summary, we do recommend
either a surgical approach associated
with vascular puncture by the Sel-
dinger technique or a strict1996 The Journal of Thoracic andpercutaneous ultrasonographically
guided approach, including the intro-
duction of the reperfusion cannula.
We believe that the crucial points to
avoid leg ischemia are as follows: (1)
the femoral arterial cannula should
be as thin as possible (maximum size
17F in women and maximum size
19F in men) and (2) the reperfusion
cannula should be introduced system-
atically during the 6 hours after
ECMO implantation.
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I read with interest the letter of
Banfi and colleagues referring to
our brief communication on surgical
technique1 and appreciate their
comments. I agree with both of their
suggestions regarding cannulation
for extracorporeal membrane
oxygenation, surgical cutdown and
wire-guided cannulation or a fully
percutaneous approach exchanging
already inserted catheters over the
wire. This is indeed our standard pri-
mary approach when time, place
(catheterization laboratory), and the
clinical situation of the patient
permit it. In ‘‘crash and burn’’ sce-
narios, the approach might change.2
The surgical technique that we
described in our communication is
a safe way to convert a percutaneous
cannulation to a transprosthetic one
when a distal perfusion cannula
cannot be safely inserted. Further,
in patients needing higher flow rates
than a percutaneous cannula can
provide safely, the transprosthetic
